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SUMMARY

The DLTLD, continued to carry out relevant actiegiaimed at controlling the tuberculosis
(TB) epidemic, lung disease and the eliminationlegrosy in 2009. In relation to TB
control the focus of attention in 2009 remainedykih on the six elements of the STOP TB
strategy formulated by WHO with emphasis on DOXBa@sion, improvement in DOTS
quality and expansion of TB/HIV collaborative adiis, addressing the challenge of MDR
TB, Empowering communities with the knowledge ab®dBtand enabling and promoting
research. Leprosy control continued to focus otyeaaase finding, intensified supervision
in the leprosy endemic districts, multi-drug theramd prevention of disabilities.

The total number of TB cases (all forms of tubevsid) reported in 2009 was 110,065.
This is a decrease of 0.2% compared to the 110;25&s of TB cases reported in 2008.
This is a clear indication that TB cases notifiedKenya is stabilizing and hopefully
beginning to turn round. Although the stagnatiorcase notification, was first noticed in
2004, this phenomenon that may be the result tdakesning of TB case finding efforts or
may be due to a stabilization of the epidemic assalt of previous TB control efforts.
With the increased communication and social madiiian efforts sustained and technical
support to implementing units being provided cas#ination in 2010 may further reduce.

Tuberculosis treatment results for TB patientstathon treatment in 2008 show treatment
success rates of 85.43% for new smear-positive quémy TB cases (n=36,811), 80% for
smear-positive re-treatment relapse cases (n=2,9%)p for smear-positive re-treatment
failures cases (n=155), 84% for new smear-neg&tivB cases (n= 35,232), and 83% for
Extra-Pulmonary TB cases (n=16,881). Coupled withngreased case detection rate (TB
all forms) to 80%, this is a great milestone siitqauts Kenya among the few countries in
Africa to have achieved the WHO targets.

There were a total of 204 new leprosy cases in 200%hich 9 (4%) cases were pauci-

bacillary (PB) and 195 (96%) multi-bacillary (MB)ases. This is an increase of 2%

compared to the 200 cases registered the previears Yhe number of leprosy patients on
the register at the end of the year increased ft8B1cases in 2008 to 234 cases in 2009.
The proportion of disabilities among the newly stgied cases still remain high calling for

increased support to sensitization of health cankers to increase their index of suspicion
for leprosy. About 20% had disability grade 2, amdadditional 23% had disability grade

1, indicating that 43% of cases presented themsefven already advanced stage of the
disease, either caused by patients or health powddlay. However, in 9% of new cases

the disability grade was not recorded. ComparezDB, the overall case holding improved

for both (PB) and (MB) cases. The proportion ofesaseleased from treatment (RFT)

increased from 60% in 2006 to 70% in 2007 for PBesaand for MB cases it increased

from 70%in 2008 to 73% in 2009.

The DLTLD continued to pursue implementation of tpgality DOTS strategy through
expansion and harnessing gains made in previous.yEaese initiatives include engaging
all providers (PPM), implementation of activitiegsnad at mitigating the impact of HIV on
TB and TB on HIV. Community engagement and involeai(CB-DOTS), intensification

of efforts to control TB in large urban centresesgthening the laboratory network for TB
control, communication and social mobilization atieé control of TB in congregate
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settings. DLTLD TB control activities in summaryniges on the six elements of STOP TB
strategy.

To enable the DLTLD to implement these initiavthe DLTLD continued to receive
financial and technical support from several orgations including the Government of
Kenya through the Ministry of Public Health and &ation; the Government of the United
States of America (USG) through the President’s fgemwcy Plan for AIDS Relief
(PEPFAR) whose main implementing agencies in Kenghude the Centers for Disease
Control and Prevention (CDC) and the United Staigsncy for International Development
(USAID) through TBCAP and subcontracting APHIApartners, Canadian International
Development Agency (CIDA), Royal Netherlands Tuldwsis Association (KNCV),
Malteser; a German NGO; the Global Fund to fighD&] TB and Malaria (GFATM),
African Medical and Research Foundation (AMREF), RIEN, and World Health
Organization (WHO).

Activities carried out by the DLTLD in 2009 are somarized in this report. It is hoped that
those who read this report will provide the DLTLDthvconstructive comments that will
assist in the development of new or improved apgrea to TB and Leprosy control
activities in Kenya and assist the country towang@ementing activities.
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1 INTRODUCTION

11 History and organization of DLTLD

The Government of Kenya launched the National Leyprand Tuberculosis Program
(DLTLD) in 1980 combining the then existing tubeiasis control activities, which had
been in place since 1956, with several leprosyrobptojects in Western Kenya, Coast and
Eastern Province, which had been initiated sineeetiirly seventies, into one program: the
National Leprosy/Tuberculosis Program (NLTP).

As at ' July 2007 the National Leprosy and Tuberculosiggam (NLTP) was elevated to
Division of Leprosy, Tuberculosis and Lung disegB&TLD), within the Ministry of
Public Health and Sanitation in the Department iseBse Prevention and Control. This has
given more impetus to the program with new demaamis challenges that will include
amongst others, critical issues on lung health.

In 2009 TB and Leprosy services were delivered ugho2,318 health units managed
Mainly by the Ministry of Public Health and Sanitat, Ministry of Medical services
Health (and other Ministries), NGO/FBO health urEted some private institutions. Smear
microscopy services were available at 1,030 ofettre=slth units (see table 1A and B).

Table 1A: Provision of TB treatment services in 209

GOK NGO PR Total
Hosp. 199 105 82 386
Health C. 544 118 60 722
Disp. 915 139 37 1091
Other 8 20 53 81
Total 1704 382 232 2,318

Table 1B: Provision of AFB diagnostic services in@9

GOK NGO PR Total
Lab 679 199 119 997
AFB 753 172 105 1,030

Total

Provision of leprosy and tuberculosis servicestegrated into the general health service at
the district level. However special staff of the TMD is responsible for coordination,
supervision and technical advice in relation to aggement of TB and Leprosy at all levels.
In 2009, a total of 148 District Tuberculosis/LegpyoCoordinators (DTLCs) were
responsible for coordinating the delivery of TB dreprosy services. These officers were
supported by 12 Provincial Tuberculosis/Leprosy @owmtors (PTLCs). Eighteen
technical officers were available at the centrait wf the DLTLD to provide technical
guidance for the national response to TB and Lsgpcoastrol. These technical staff at the
central unit were supported by administrative, siegial and support staff including 7
drivers.

The organogram of the DLTLD is shownAmnex 2
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1.2 Technical policies

For a long time the DLTLD relied on passive casalifig to identify infectious and other
forms to reduce the transmission of both leprosg auberculosis. In 2009 there were
efforts to intensify TB case finding through theeusf household/community cough
monitors, screening for TB in persons found to b khfected at HIV testing sites,
intensification of TB screening for contacts ofipats with PTB through contact invitation
and screening of new inmates in prisons. Emphasais geared towards intensified case
finding among the smear positive tuberculosis. TW@K continued to provide free TB
treatment at all government owned facilities, mbatth Based (FBO) and NGO health
facilities, and some private institutions. All tiestitutions receiving free quality assured
anti-TB drugs from the DLTLD (and some private hiep supplied with anti-TB drugs by
the Kenya Association for the Prevention of Tub&rsis and Lung Diseases (KAPTLD))
used the DLTLD TB case recording and reportinggdolreport cases on a quarterly basis
to the central level through the DTLCs and PTLCs.

Monitoring and Evaluation system was enhanced dutire year with training of 75
DTLC’'s and care providers on monitoring and evabmat During the trainings, the
monitoring and evaluation tools were reviewed aridt@d to ensure that they are in line
with the current TB and Leprosy control efforts.

DLTLD with the support of CDC in 2008, rolled otiet use of Electronic TB registers with
the aid of PDA’s and Desktop computers; this wath&r expanded in 2009 to cover one
more region. Preliminary results indicate that thgiative is assisting in significantly
improving the timeliness and quality of the repdrtiata.
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2 LEPROSY

2.1 Theextent and trend of leprosy in Kenya

Like in most countries, the true prevalence andigrce of leprosy in Kenya is not known.
So far, the most reliable indicators to monitor éixéent and the trend of the leprosy disease
burden is the registered prevalence of cases dlyrrem treatment, and the notification of
new cases. Since the introduction of Multi-Drug fEpy (MDT) in 1985, the registered
prevalence decreased from 6,558 cases in 1986 4oc@8es by the end of 2009. The
number of new leprosy cases detected decreasedf36rm 1986 to 15 2009 as shown

in Fig.1 below

Figure 1: Leprosy New Cases & cases on register llye end of the year: 1986-2009

7000

B New cases

6000 1
OOn register per 31/12

5000 4+ ]

4000 4+

Numbers

3000 +

2000 1

1000 4+ M

AL

86 87 88 89 90 91 92 93 94 95 96 97 98 99 '00 '01 '02 '03 '04 '05 '06 '07 "08 "09
Year

2.2 Casefinding

2.2.1 Case notification

The number of leprosy cases (new and re treatmepoyted increased by 2% from 200 in
2008 to 204in 2009. Leprosy is no longer a public health peoblin Kenya. The WHO
defines leprosy as a public health problem if thiera registered prevalence of more than
one (1) leprosy case per 10,000 population. Itatea that the great majority of new
leprosy cases are found in just a few district&@mya. However, even in these districts,
leprosy is not a public health problem as it hasnbeliminated, although it is yet to be
eradicated. The number of cases on register inetefism 188 at the end of 2008 to 234
by the end of 2009. The rise in the number of Leproases on register is however
attributed to the intensified supervision to theréesy endemic districts. Of great concern is
that most patients (43%) are diagnosed with digasili.e. grade 1 and 2. These could be a
result of patient or health system delay. Conceeféalts must be made to train health care
workers on how to effectively suspect and diagepeosy cases.
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2.2.2 Leprosy: Epidemiological indicators.

Table 2 gives a summary of epidemiological indicators faw leprosy cases put on
treatment from 1994 up to 2009.

Table 2: Epidemiological indicators new leprosy cass Kenya: 1996-2008

148

34

Indicators/year
‘97 ‘98 ‘99 ‘00 ‘01 ‘02 ‘03 ‘04 ‘05 ‘06 ‘07 ‘08 ‘09
New PB cases
43 41 25 37 18 13 9 6 12 18 17 14 9
New MB cases a
194 174 166 133 157 141 153 13 14p 1742 196 153
Total new cases _ _ _
237 21E 191 17¢C 17¢ 154 162 143 15€ 19C 212 167 157
Pop. (n x 1,000,000) _ - - -
27.C 27.7 28.7 29.5 30.£ 31.4 32.2 33.2 34.¢ 35.t 36.€ 37.1 39.¢
CDR new cases (n/100,000)
0.6 0.8 0.7 0.€ 0.€ 0.5 0.5 0.4 0.5 0.5 0.€ 0.5 0.4
Registered Prevalence 31/12
589 375 214 209 195 148| 174 18 18p 145 191 2po 7
Reg. prev (n/10,000) |
0.2 0.08 0.07 0.07 0.06| 0.04 0.0 0.0 0. 0.p5 050| 0.05 0.06
M/F ratio
1.2 1 0.7 1.2 1 1 1.1 1.3 0.9 1.2 1.4 1..13 ]
Child < 15 yrs. (%)
8 7 4 5 3 2 5 3 4 4 4 6 7
MB proportion (%)
83 81 87 78 90 91 94 9€ 92 91 92 92 9C
Reported disability (%) -
97 10C 10C 95 88 93 87 8¢€ 6¢ 78 81 10C 91
Disability grade 0(%)
59 67 55 60 45 36 34 50 61 64 56 54 4
Disability grade 1(%)
23 15 20 24 27 42 39 34 25 26 26 23 2
Disability grade 2(%) ]
16 19 25 16 28 22 27 17 15 10 17 13 2
MDT coverage(%)
10C 10C 10C 10C 10C 10C 10C 10C 10C 10C 10C 10C 10C

Child proportion < 15 years: This indicator provides information on the transsion of

leprosy in the community (a high transmission lewéll cause a high proportion of
children among newly reported cases of leprosy0@9 this proportion was 7%, which
indicates a low level of transmission as would kpeeted but this represents a 1 percent
increase from the previous year.

Male/female ratio: This indicator provides gender differences on thstribution of

leprosy. In most countries, the male/female rathmag leprosy patients is unequal with, in
general, more males than female cases. Howevdteiya this ratio, on average, has for
many years been around 1.

Proportion of new MB cases:This indicator provides information about the g of a

leprosy control program. If infectious cases arecded and treated effectively, the number
of new cases will gradually decrease and the ptmpoof infectious cases (MB leprosy)

amongst them will increase. In Kenya the proportdiviB cases has increased from about
25%, before 1990, to 90% in 2009, indicating tlegrbsy control, so far, is effective.
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Proportion of Disability grade 2: This indicator gives information about the delay
between noticing the first symptoms of leprosy @wpgmented patches) by the patient
and the start of treatment with anti-leprosy dr(ig®T). The longer the delay, the bigger
the chance that the patient will have developegienenpairment and subsequent anatomic
and or functional damage by the time treatmentiisated. This delay may be caused by
patient factors including lack of awareness of tlisease by the patient or lack of
motivation to report to the health service (pasedelay), or by health system factors
including health provider knowledge and skill tooperly diagnose and or treat leprosy
(health provider delay). In 2009 the proportion gride 2 disabilities among newly
registered leprosy cases was 20% a 7 percentageasec from 13% in 2008, which is
increasing from the recommended level of below 10%s increase may be explained by
health care provider sensitization carried out joesly. The proportion of patients
presenting with either grade 1 (23%) or 2 (20%glikty was 43% indicating that still a
considerable proportion of patients are diagnosezhalready advanced stage of leprosy.
This implies that there is a significant delayhe tdiagnosis and treatment of leprosy. There
was no disability grading for 10% of new casessTikia reason for concern since it implies
that a significant proportion of leprosy patientaynmot be receiving appropriate evaluation
and care. The declining prevalence of leprosy amiphith insufficient training and
awareness for the disease and its management amioegkh workers most likely is
contributing to this observation. Thus efforts mii& applied to ensure that proper
recording and management of cases is instituteceietely.

2.3 Case-holding

Case holding includes all activities directed atcteéng the highest possible proportion of
patients successfully completing their treatmerttis can be observed in the proportion of
cases ‘“released from treatment (RFT)”. The proportiout of control (OOC)” is of
importance because it is an indicator of the aativiof the health services to timely detect
possible defaulters, find and motivate them to deteptheir treatment. The following
tables show the results of treatment of PB and M&es from 1987. Although the WHO -
MDT regimen was introduced in 1985, it was not lub®91 that it was fully implemented.

Tables 3 and $how the outcome of treatment for the new PB amddslses from 1987 to
2008
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Table 3: Treatment Results of PB cohorts 1987-2008

PB RFT TNC Died TO (o]e]e Tota
Cohort | n % n % n % n % n % n
‘87 147 | 55 59 22 1 04 10 4 52 19 26¢
‘88 514 | 66 71 9 4 1 62 8 12€ | 16 777
‘89 452 | 79 73 13 3 1 5 1 40 7 5732
‘00 26C | 74 43 12 4 1 5 1 39 11 351
‘01 15€ | 70 23 1C 2 1 4 2 39 17 22€
‘92 131 | 78 11 7 0 0 6 4 19 11 167
‘93 13z | 83 2 1 0 0 10 6 15 9 15¢
‘94 53 79 1 1 2 3 3 4 8 12 67
‘95 62 94 0 0 1 2 3 5 0 0 66
‘96 60 90 1 1 0 0 3 4 3 4 67
‘97 32 10C | O 0 0 0 0 0 0 0 32
‘08 31 91 0 0 0 0 1 3 2 6 34
‘99 32 94 0 0 0 0 1 3 1 3 34
‘00 26 74 1 3 [0 0 4 11 4 11 35
‘01 20 77 1 4 2 8 2 8 1 4 26
‘02 23 70 8 24 0 0 2 6 0 0 33
‘03 31 74 0 0 0 0 7 17 4 10 42
‘04 28 80 2 6 2 6 2 6 1 3 35
‘05 27 69 7 18 2 5 2 5 1 3 39
‘06 33 67 6 12 2 4 3 6 5 10 49
‘07 39 60 17 26 2 3 3 5 4 6 65
‘08 31 70 3 7 0 0 2 5 8 18 44

The proportion of PB cases RFT for the 2008 cohais 70% while 18% of patients went

out of control. These results indicate that the DDThas yet to achieve the recommended
treatment results for PB cases of RFT of 90% ohdrigWith the small numbers of

patients, these results are unacceptable and pyolkalbgest the eclipsing of leprosy

control activities by the bigger TB problem. Howevke treatment results of MB cases
with a RFT proportion of 73% and a defaulter rat®% are unacceptable and are below
the recommended range of RFT of 75-80% or hightee $hortening of the treatment

duration from two to one year should have contedub better treatment outcomes.
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Table 4: Treatment Results MB cohorts 1987-2007

MB RFT TNC Died TO 00C Tot
Cohort | n % n % n % n % n % n

‘87 87 |67 |5 4 1 1 4 3 32 |25 |12¢
‘88 77 |72 |67 |6 18 |2 7 1 217 |2C | 10€
‘89 13 |69 |10 |5 5 3 11 |6 33 |17 |19C
‘90 94 |59 |9 6 9 6 7 4 41 |26 | 16C
‘91 10 |62 |6 4 3 2 10 |6 44 |26 | 167
‘02 17 |60 |18 |6 7 2 33 |12 |53 |1¢ |281
‘93 18 |67 |6 2 4 1 25 |9 56 |2C | 277
‘94 15 |62 |17 |7 15 |6 22 |9 41 |16 | 251
‘95 12 |66 |6 3 7 4 25 |14 |24 |13 |18z
‘97 16 |85 |2 1 1 1 15 |8 11 |6 19k
‘08 16 |84 |0 0 3 2 12 |6 15 |8 192
‘99 11 |80 |3 2 1 1 9 6 15 |10 | 14:c
‘00 11 |80 |4 3 2 1 11 |8 12 |8 14¢€
‘01 12 |80 |10 |6 2 1 8 5 10 |11 | 15¢€
‘02 13 |83 |7 4 4 3 7 4 9 6 157
‘03 17 |78 |20 |9 1 <1 |14 |6 13 |6 22C
‘04 15 |80 |12 |6 3 2 12 |6 1¢ |5 15C
‘05 14 |80 |14 |8 0 0 12 |7 10 |6 177
‘06 99 |70 |23 |16 |O 0 5 4 14 |1C | 141
‘07 15 |73 |13 |6 0 0 27 |12 |19 |9 217

2.4 Prevention of disabilities

So far, no reliable data is available concerningvention of disabilities. The DLTLD
leprosy guidelines recommend routine VMT/ST exartiimes on quarterly basis for each
newly registered leprosy patient on treatment aod &l patients who present with
symptoms suggesting a reaction. Technical supp@sioms (supervision) have suggested
that either VMT/ST examinations are routinely nobnd or the results of these
examinations are not filled in the patient carde Ncords/registers are kept on the
incidence of reactions or the prevalence of digasl (no leprosy ward admission register
for leprosy patients or a care/disability registéirjs recommended that reactions should be
treated with prednisolone. It is questionable whetieactions are recognized in time and if
so whether appropriate action is taken. Patierdrdecards, on which this information is
supposed to be entered, are often incompletelgdfilthe technical support to leprosy
endemic areas should be intensified to ensuregthidelines are adhered to.

There are about 6 orthopedic workshops in the egumthich produce footwear and
prostheses for leprosy patients. However, the DLTdi® not follow up reports on their
outputs, again probably the result of the eclipsihtgprosy by TB.

It is clear, that more emphasis should be placedeprosy control and in particular, on
prevention of disabilities.
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Constraints to improved performance

The declining number of cases detected annuallyniede leprosy a low priority disease.

This has resulted in little resources being alledato leprosy control activities. This

translates to very little training and support @fripheral health staff on leprosy control

activities. Virtually all the funds available toehDLTLD are earmarked for TB and

especially TB/HIV related activities. It is gratifig to note that some funding from WHO

became available in 2009 for sensitization of Mushealth management teams, Training

of health care workers and intensified supervisioheprosy endemic districts. If leprosy

control activities continue to receive little atien, there is a real danger that leprosy may

rebound to become a public health threat.

 The massive burden of TB continues to eclipse tisggnificant leprosy problem.
Program staff remains overloaded with the managemiehigh numbers of TB cases
and devote less time to the pursuance of leprosyraaactivities.

» There continues to be a high turnover of trainedf at both peripheral and the district
levels.

» Lack of resources set aside for leprosy control

The country however appreciates the technical arah€ial support in the procurement of

Leprosy drugs by World Health Organization.
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3 TUBERCULOSIS

3.1 Magnitude of tuberculosis

DLTLD for the second year in a row reported a dexin the number of notified TB cases.
This could be due to stagnation and beginning efdécline in the incidence of TB due to
concerted efforts in TB control. The number of né@d TB cases has increased tenfold
from 11,625 in 1990 to 110,065 cases in 20B@gure 2). The average annual increase
over the past 10 years is 7% for all forms of TRweéver, in the last 5 years the annual
increase of notified TB cases slowed down to amages of 1%. Case Notification Rates
(CNR) increased from 53/100,000 population for &fms of TB and 32/100,000
population for sputum smear-positive PTB cases9801to 326/100,000 population and
95/100,000 population respectively in 20@e Figure 7)

The major reason for the increasing burden of TBKenya is the concurrent HIV
epidemic. In the "$ Quarter of 2005 the DLTLD introduced an integrae®/HIV data
collection system that enabled the collection oV Helated information. Data for the year
2009 indicate that the national average HIV pravegein TB patients was 44%.

In 2009 the DLTLD surveillance system captured ¢batribution of the private sector in
notifying a total of 2,16@B patients who were all put on treatment (seect&hl

3.2 Casefinding

3.2.1 Case-finding reporting

The central unit receives case finding reports @uarterly basis from all districts. These
reports are submitted by DTLCs, through their repe PTLCs.

Figure 2: TB case notification DLTLD Kenya: 1990 2009
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Figure 3: TB case load by province: 2009
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Figure 4: Average 5 year percentage increase in Téases
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Figure 5: TB annual Increase 1987-2009
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Figure 6: Provincial TB case findings 1987-2009
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3.2.2 Case notification rates

Figure 7: Case Notification Rates Smear positive FH and all Types TB Kenya 1990-
2009
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Figure 8: TB Case Notification Rates: All forms ofTB and PTB+ per province in 2009
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Types of tuberculosis

In 2009, the proportion of sputum smear-positivdR&ses increased by 4% compared to
2008. There was a 17% increase in the proportiepofum smear-negative PTB cases and
adult PTB cases without sputum smear resiigure 9 shows the distribution of the
different types of TB in 2009. With the high préarce of HIV in this population it is
possible that some of these cases are not trueabBscbut represent undiagnosed HIV

related disease.

Figure 9: Distribution of TB cases by type, 2009
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3.2.3 Gender-age distribution

Sm+ PTB
32%

The age group with the highest TB notification 602 remained 25-34 years in both males
and females as has been the trend over the laastleleChis is the same age category with a
high HIV sero-prevalence. Males continue to donerafter the age of 24 over the females
who are more below this age group. This trendearcinFigures 10, 11 and 12
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Figure 10: Age Specific CNR New Male/Female PTB+ Gas 2009
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Figure 11: Age-specific CNR new male PTB+ cases: 9%1998-2009
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Figure 12: Age-specific CNR new female PTB case993-2000-2009
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3.2.4 Private sector contribution

The private sector both for profit and not for frpfovides significant care to TB patients.

This sector has flourished since an agreemenitteeitl by the program between KAPTLD

and a drug manufacturing company was signed in .19Biugh this agreement, a drug

company provides high quality anti TB drugs to irevate sector in Kenya at a highly

subsidized price to patients seeking care in tbidos. Since the program has overall
supervisory activity, the sector is routinely siyiged by program staff and all the policy

guidelines used belong to the ministry. To furteesure that quality and standards are
acceptable, the M and E tools used in this sectodistributed by the program.

Data collected over the years have shown that al@t of TB patients in the urban set up

are managed by the private sector if Nairobi figutan be generalized to cover the whole
country. Initiation of new initiatives in this secthas over the years tended to lag behind
the public sector as demonstrated in the testingifd amongst TB patients (table 5).
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Table 5: Case finding in the private sector

Type of TB NBIN NBIS COP RVS Kenya
Retreatment 31 19 47 57 154
PTB+ 102 109 99 221 531
SMND 43 87 73 127 330
PTB- 70 152 99 331 652
EPTB 107 179 140 73 499
Total 353 546 458 809 2,166
% HIV testing 69 71 80 89

% HIV+ 25 45 41 56

3.2.5 The impact of HIV infection on case-finding

The HIV epidemic is the major cause of TB epidemi&enya. It has significantly led to
increased proportion of smear negative pulmonasgatie which has surpassed notified
cases of smear positive TB disease since 2005. iHely also have contributed to the
increase in cases requiring re-treatment especiiiyse cases classified as other
retreatment. Even though smear positive pulmon@@gade remains the most important
type of TB from a transmission standpoint, in dituas where HIV prevalence is high as in
Kenya smear negative and extra pulmonary formsBb&3sume a great deal of importance
because of their contribution to TB morbidity andrtality.

The DLTLD started implementing a countrywide cootos HIV sero-prevalence
surveillance system amongst registered TB patientke last half of 2005 (3quarter of
2005). From the %l quarter 2006 onwards, the new system had beenifofilemented in
all 80 districts. In this way the DLTLD is able toonitor HIV prevalence amongst TB
cases and to track the proportion of TB patientsiveng HIV related interventions
including HIV testing and counseling, cotrimoxazpkeventive therapy and anti-retroviral
treatment.

There was a vigorous pursuit of HIV Diagnostic Tregtand Counseling (DTC) for all TB

patients in 2007, resulting from the publicationtloé policy document on HIV testing in
clinical settings in 2004 and availability of suppfrom partners including PEPFAR and
the Global Fund for visible results in TB/HIV caliorative activities, a clear strategic
vision by the leadership of the DLTLD to providengarehensive care to HIV infected TB
patients and intensified technical support to tHeTCD provided by technical partners
including KNCV and WHO. The results of all thesdoefs were the development and
piloting of a TB/HIV training curricula, printing ra distribution of the new

recording/reporting (R&R) tools incorporating HI¥¢lated data in addition to routine TB
data and the procurement and distribution of caixiazole for the prevention of

opportunistic infections in HIV positive TB patiesnt

It is important to note that since 2008 the colamalysis for patients started on treatment
has been stratified by HIV status. Figure 13 bedtmws the proportion of TB cases tested
for HIV and the HIV positivity rate amongst thossted Figure 14 below demonstrates the
HIV prevalence amongst the different types of TBthwie treatment failures leading

followed by EPTB below 15 years. HIV testing isrmpipromoted as a standard of care for
all TB patients. The rate of testing has been asirey over the years since the introduction
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of the intervention. Figure 15 indicates that o8lyegions have reached the HIV testing
target amongst TB patients of 80% while the reshefregions are lagging behind.

As expected, with increased coverage of HIV testihg HIV prevalence amongst TB
cases decreases. This probably is caused by a islimg bias in
selecting/offering/availability of HIV testing byé¢ health workers at the different levels of
the health care system.

Figure 13: Trend of HIV testing and HIV positivity rate
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Figure 14: HIV prevalence for different types of 1B: 2009
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Figure 15: comparison of HIV testing amongst diffeent Provinces: 2009
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3.2.6 Case-finding in refugee camps

The refugee camps in Kenya, under the UNHCR, ppaiie in TB control activities under
the guidance of the DLTLD. There are four campsgatkera, Ifo and Dagahaley (Dadaab)
in Garissa District and Kakuma, located in the Nart Turkana District. In 2009 a total of
426 cases were reported by the Dadaab camps. gdsoaere tested for HIV and only 15
(4%) tested HIV positive. These cases were includetie national figures. However it is
important to note that most of the immigrants hawegrated into the communities in
North Eastern province and Nairobi and are seryeithé general health care system.

3.3 Case-holding

3.3.1 Case-holding reporting and terminology

The case-holding results show the outcome of treatror the different types of TB cases
in non-nomadic and nomadic areas. Results of thegee camps are reported separately.
Since 1999 the DLTLD started analyzing the outcahteatment of smear-negative PTB
and EPTB cases.
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The terminology used in assessing the resultsatriment (treatment outcome) includes the
following:

Cured : Completed treatment and smear-negatitreeagnd of treatment
TC : Completed treatment, but no smear takeneaétidl of treatment
Died : Died of any cause during TB treatment

Failure : Smear-positive at 3, 5 or end of treatime

o0oC : Out of control/absconded from treatment

TO : Transferred out to another administrativeagprovince)

Success rate : Proportion of PTB+ cases cured amgleted treatment

3.3.2 Short Course Chemotherapy (SCC) implementation

Short course chemotherapy (SCC) for new smearipe$ilTB cases was initiated in 1993
and fully implemented in the whole country by timel@f 1997. Implementation of SCC for
Smear negative PTB and Extra-Pulmonary TB commeirc&897 and covered the whole
country by the second half of 1998. Since thenwhele country is under DOTS giving a
100% geographic DOTS coverage.

3.3.3 Regimen used

Kenya subscribes to the internationally acceptedOMittategy in TB control and treatment
which has been tailored from WHO recommended reglimlAéhough treatment for TB in
Kenya has been 8 months in total, in 2007 6 morggsne using support from GDF was
started in Nairobi province and expanded to caventhole country by 2009. Additionally,
the GDF support also included pediatric formuladidinat are now being used for the first
time in Kenya.

The following regimes continue to be used in Kenya:

1. 2RHZE/4RH for new cases with smear-positive RTCBtegory 1), smear negative
PTB and extra-pulmonary TB (Category 3)

2. 2SRHZE/1RHZE/SRHE (re-treatment regimen) for ampositive relapse cases,
recurrent negative PTB/EPTB cases, failures anautkeirs (Category 2).

3. 2RHZ/4RH for new cases of smear positive or negaBB or EPTB who are
younger than 15 years

3.3.4 SCC treatment results of new sputum smear-positivBeTB cases

As is usual the TB treatment outcomes are repdiedhe year preceding the year in
guestion, in this case the cohort of 36,811 patipat on treatment in 2008 was analyzed.
A treatment success rate of 85.4% as in figure &6 achieved. This puts Kenya amongst
few countries that have achieved the WHO recomnemgiatment success rate. Coupled
with the improved case detection rate of 72% thany& has also achieved, Kenya now
stands to improve on TB control targets beyond wes initially put. This result is a very
reasonable performance when the high rate of HIBnpatients is taken into account.
Tuberculosis cases co-infected with HIV are at w$kdying from non-TB opportunistic
infections during treatment for TB. The reportezhth rates of TB patients remained low
at about 5%, but an estimated 30% of the out ofrobnases are most probably cases who
died at home and were not reported as such
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Figure 16: Results of SCC treatment cohorts of newmear-positive PTB cases: 2002 -
2008
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3.3.5 Re-treatment results

Since 2003 the DLTLD has put a lot of emphasis lotaioing sputum smear results during
the continuation phase, and especially at the endreatment as a known form of
monitoring treatment. Put on re treatment regime @nsidered high risk for resistant
strains of TB and subsequent development of redistams. Figure 17 shows that there
has been a gradual improvement in treatment outsdorethis category of patients. This
resulted in a small increase in the proportionades cured and an equally small decrease
in cases that completed treatment without a snesat
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Figure 17: Treatment results for smear-positive refreatment cases at 8 months: 2005-

2008.

Results at 8 months (end of treatment)
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3.3.6 Results of SCC treatment for smear-negative and evd-pulmonary TB cases

An 8 months SCC regimen replaced the 12-month atancegimen for sputum smear-
negative PTB cases and Extra Pulmonary TB cas&9898 (see section 3.3.3 - Regimens

used.

The treatment success rates for new sputum smgative and extra pulmonary PTB cases
are 82% and 80% respectively, death rates weréoadrfd the out of control rates 8% and
9% respectively (figure 18 and 19). This can bearpd by the higher HIV prevalence in

both categories of patients.
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Figure 18: Treatment results for new smear negativ®TB cases: cohorts 2002-2008
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Figure 19: Treatment results new extra-pulmonary TBcases: cohorts 2005-2008
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4 Sectional Activities

4.1 Leprosy control
Kenya is in the Leprosy post-elimination phase.

4.1.1 Key Activities

The leprosy program officer carried out a numbeiactivities including revision of the
leprosy M&E tools, development of diagnostic flohatts, support supervision and on job
training of health care providers in leprosy endeareas.

4.1.2 Capacity building

Owing to the decrease in number of leprosy cakesetis a general loss of competence of
health care workers in diagnosis and managemenkemsy. In order to facilitate
continuous training and leprosy supervision, seadion of DHMTs in four provinces
(Coast, Nyanza north, Western and Eastern Northg earried out by the national and
provincial teams with the support of WHO.

4.1.3 Funding

WHO Kenya country office supported the printingdeignostic flow charts and the DHMT
sensitization meetings.

4.1.4 Challenges and Constraints

There has been minimal funding of leprosy contativéties since its elimination in 1989.
Consequently, there has therefore little or nonirg of staff on leprosy. The division
therefore recommends on the job training of carevigders during routine support
supervision. This is not usually effective giver tlarge number of health facilities to be
supervised.

4.2 Community Based TB Care (CB-DOTYS)

The Division of Leprosy, TB and Lung Disease (DLT)LD line with international trends
launched several new approaches aimed at increast&ss to TB services as well as to
expand population DOTS coverage. Community badedCare program (Community
DOTS) is one of the established initiatives launthe 2004 and aimed at promoting
partnership between the health service and Comiesriit providing TB care services at
the community level. The main objective of the Caummity TB care program in Kenya is
to decentralize the TB services (diagnostic anatinent) beyond the fixed health facilities
to the Community where most patients live. Thigiative was expanded to include pro
poor initiatives

4.2.1 Planned activities

In 2009, various activities aimed at expandingabemunity DOTS were identified by the
TWG at the beginning of the year. These included:

4.2.1.1 Development of policy and policy documents

In response to the pro poor study finding, the DDThprioritized and implemented the
recommendations to address the challenges facé&® Ipatients in accessing TB services.
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A technical working group (TWG) was identified. 8o three meetings have been held to
deliberate on pro poor approach/initiative in Keayal a policy draft document developed.

4.2.1.2 Sensitization of DHMT members and Divisional PHOGBTBC

To facilitate effective implementation of CBTBC pgram, sensitization of district health
management teams (DHMT) members and sub divisipullic health officers (PHO) on
CBTBC initiative was done.

Based on the 2007 TB treatment outcomes, the DLdbtified districts to be supported
to undertake various CBTBC activities to help imm@erformance. Seventeen districts
that were implementing the community strategy waskected and 300 DHMT members
trained.

4.2.1.3 Training of Health workers on CTBC Initiative

Following successful sanitization of DHMT members @TBC during the first quarter
2009, a total 0235 HCW 13 districts comprising mainly of nurses, PHirsl RCOs were
trained in the second quarter.

4.2.1.4 Participation in conferences and workshops

The CBTBC coordinator participated in various coaefees and workshops including: PIA
training of PTLCs and CU staff, Two Operationale@sh trainings, ISO certification
training workshop, TB/HIV MOST and IUALTD conferem@n Mexico.

4.2.1.5 Facilitation of District TB managers’ course

In November, 12 DTLCs and 11 DMLTs underwent a 3Fkv®istrict TB managers
training in which the CBDOTS program officer wadaailitator. During this meeting the
following recommendations were made:

 DLTLD to provide resources for CHEWS/CHWSs quartemieetings to facilitate

prompt and accurate reporting on CBTBC indicators.

 DLTLD to avail funds to facilitate training of CHE®Yimplementing partners and
CHWs.

« CU / PTLCs to improve on supportive supervisiorinplementing sites, allocate
funding to facilitate establishment of patient soppgroups (both EX-TB and
current motivated patients) and provide CBTBC miater(IEC materials, CHWs
diaries, referral forms).

4.2.1.6 _M & E Supportive supervision

CBTBC M&E is done along the routine program techhisupervision. In the year, two
regions (Nairobi South and North) were visited dgrwhich two community groups based
in Dagoretti and Langalanga Health centres wergeds The two Health facilities have
community units in place and both have active CHAtached to them. The CHWs at
Dagoretti have registered their group with minisifysocial services
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4.2.2 Funding

A total of Ksh 1,088,000 and Ksh 2,002,200 from Wit€re used for DHMT sensitization
and Training of HCW and TB treatment supporterpeetvely.
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Dagoretti Community health workers, Riruta HC, grmval and CU staff during a support supervisiasit.

CHWs involvement in recording and reporting

4.2.3 Challenges and constrains
+ Inadequate funds to support the implementationasious CBTBC activities such
as training and incentives for CHWSs.
+ Inadequate reporting on community TB activitiestbg districts (Many districts
not utilising the referral tools)
Sustaining the retention of trained Community Healbrkers
— up to 12% drop out is reported in some districts



37

— community health workers allocated tasks meant pimfessional health staff
Minimal participation of DTLCs in the implementati@f community strategy

Weak linkages between communities and facilitiesepk where CHEWS are in
place

Weak Coordination of CHWSs except in areas with CHEW
Inadequate CBTBC Materials especially the refearal reporting tools

4.3 Monitoring and Evaluation

Throughout the year, this section continued to gpsad monitoring and evaluation

activities for various programs within the natiomdfice and the field as well as manage
routine TB, Leprosy and MDRTB surveillance dataeTection planned and carried out
support supervision to the provinces. Although migitihis period supervision was not done
as planned, the section is redirecting its supenvisocus on the 30 poorly performing

districts. In the coming year, 2010, support suis@m will be intensified to all regions and

particularly in these districts.

M & E section during the year provided support tbhes sections of the division including
developing work plans, program indicators as wedl the study protocols for Drug
resistance survey and the TB prevalence surveg farnded under the global fund round 9.

During the year the division in collaboration wKEMRI, KNCV Tuberculosis foundation,
KAPTLD and other partners successfully held thentigis first Lung Health conference.
This conference brought local and internationalegtgpin TB and HIV control giving
program staff at various levels an opportunity tesent their scientific and programmatic
research findings.

4.3.1 Capacity building

M&E officers trained 129 DTLC’s on monitoring andatuation through the support of
global fund round 6. Through CDC funding, trainiogDTLC’s on the use of computers
and PDA'’s was done in the four TB control provinglyanza North and South, Nairobi
North and South).

4.3.2 Technical Support
Support supervision was provided to all the 12 ©Btml provinces in the year 2009.
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4.4 TB HIV collaborative activities

Tuberculosis and HIV/AIDS continue to gain publiealth importance in Kenya in this era
of drug resistant TB (MDR and XDR TB). In 2009,01065 cases were reported; this was
a 7% decrease from 110,251 cases reported in 2008.

Human Immunodeficiency Virus continues to fuel fhB scourge in Kenya while TB
remains the largest killer of HIV infected patients 2009, 44% (42,210) of the notified
TB cases were HIV infected. DLTLD and its partneositinued to step up the fight against
the dual epidemic through implementation of TB HiMIaborative activities.

The TB HIV collaborative activities focus on thresin objectives as stipulated in the
WHO Interim policy and from where the Division oBT Leprosy and Lung Disease
division borrows heavily. These objectives are:

» Setting up mechanisms of collaboration betweerHtihveand TB program

* Reducing the burden of HIV amongst TB patients

* Reducing the burden of TB amongst People livindiwitV/AIDS

Introduction of TB/HIV collaborative activities Wwadone through a stepwise approach
starting with revision of TB data collection todts capture both TB and HIV variables,
development and adoption of policy guidelines idolg training materials and ensuring
that there were teams to roll out training in ogiyadissured standard manner throughout the
country. By Quarter 1 of 2006, all the districtsreveising the revised tools which enabled
monitoring and 33 evaluations including analysishaf implementation of the activities. In
2009 there was a scale up of implementation of fithe 12 TB HIV collaborative
activities. However IPT was not widely implementiee to challenges faced in the field in
properly and effectively ruling out active TB bedomitiating IPT and follow up of the
patients to ensure that they complete therapy.erhes fears that widespread use without
ensuring proper adherence could lead to developofeasistance.

4.4.1 Key activities

4.4.1.1 Strengthening Mechanism for Collaboration

In 2009, TB HIV committees at national, provincaald districts levels held their quarterly
collaborative meeting for the year.

In a move to further strengthen collaboration, DDILNASCOP and partners held
Management and Organization Sustainability Toolksbop (a joint planning meeting) in
the third quarter. This meeting brought togethey g&ayers in TB/HIV at national and
provincial levels who reviewed the progress in iempéntation of TB/HIV collaborative
identified weakness set targets and came up wilkegfies to achieve a common goal.

DLTLD continued to strengthen HIV surveillance argohB patients. TB/HIV data was
collected and transmitted electronically in 5 TBioms including Nairobi north and south,
Rift valley north, and Nyanza north and south.

4.4.1.2 Reducing the burden of HIV among TB patients

Testing for HIV in TB clinical settings through Rader Initiated Testing and Counseling
(PITC) protocol offers the entry point to compresiga care for dually infected patients in
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Kenya. The country adopted the WHO and UNAIDS polan testing through policy
guidelines'HIV testing in clinical settingsin October 2005. Testing for HIV is offered in
the context of the three C's (counseling, Consentl &onfidentiality). To guide
implementation and to monitor progress, the divisset up targets (for 2009) to be met at
all levels for HIV testing of TB patients at 90%oWwever the division achieved 88%,
falling short of this target by 2 points. Fivetbe provinces achieved this target. However
seven regions including Western, Nyanza North, MgaBouth, Rift valley North, Rift
Valley South, Nairobi North and Nairobi south dee intensify PITC as the division
gears towards the ultimate goal of universal rautasting for HIV amongst all TB patients
and suspects.

Figure 20: DTC Uptake in Kenya
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In an effort to prevent and manage opportunisfieations, to improve the quality of life as
well as TB treatment outcomes of the dually infdcfeLTLD has progressively increased
the proportion of patients receiving cotrimoxazdg.the end of 2009, 92% (38,989) of all
HIV infected TB patients had been put on CPT. Tias 12% above the years 80% target.

Concomitant ART during TB treatment is well docuneshto improve TB treatment
outcomes among the HIV co-infected. The DLTLD abtirates with NASCOP to provide
ARV to TB patients. In 2009, 34% of HIV infectedTpatients were put on ART. This
was an improvement from 31% the previous year. éi@wthe national target of 50% is
yet to be reached.

The division has continued to plan for and prowtl¥ infection prevention methods in all
its sites including risk reduction (condom promaotiand distribution etc). In 2008 the
DLTLD deliberately engaged HIV infected TB patiemsPwP; an intervention that calls
for meaningful involvement of PLHIV in preventioffi the spread of HIV. By 2009, 21%
of HIV positive TB patients’ sexual partners weneiied and tested for HIV. This was an
improvement compared to 16% in 2008.
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4.4.1.3 Decreasing the burden of TB among PLHIV

Although the target for TB screening among HIV eats was set at least 20% of PLHIV,
this remained largely un documented partly dueak lof appropriate recording and
reporting tools. Cognizant to this, NASCOP and DDTTB/HIV focal persons developed
a draft tool and later called for a 3 day stakebddneeting to discuss the tool and come up
with the final draft to be used in the field. Thal out plan for ICF was discussed and the
tool printed and distributed to the provinces. dthoped that by the end of 2010 TB
screening in PLHIV would have picked up to allowiesv of the national policy on IPT.
Currently the implementation of IPT is limited telected settings that include:

» Congregate settings; prisons, military, childrembes

» Target groups; HCW, children exposed to open TB

» Selected Health programs which have adequate systmd structures; e.g.

EDARP, AMPATH, MSF
» Controlled research programs

4.4.2 Capacity building

At the national level Dr. Weyenga the DLTLD TB/HIWcal person was supported to
attend a three Week Union tuberculosis course umsha. The funding support was from
USAID through TBCAP. He was also supported to attarfive day operational research
workshop in Blantyre Malawi.

During the year peripheral health care workers nmdet training to improve their capacity
in managing the dually infected patients. A totél1¢927 providers were trained with
partner support in various regions.

4.4.3 Research

The TB/HIV focal person also in charge of suppord @aare section evaluated the MDRTB
surveillance system and presented the findingshin 3" TEPHINET -F° AFENET
conference held in Mombasa in September.

In collaboration with the NASCOP, he also partitgshin writing an abstract on the scale
up of the 3Is in Kenya. This abstract was presebtegd at the first lung Health Conference
in Kenya and at Cancun Mexico. With the supporthgf DLTLD, FELTP and CDC he
conducted a case control study on factors assdorat MDRTB in Kenya.

4.4.4 Funding

Funding for TB/HIV collaborative activities was e#eed from various sources including
global fund, CDC and USAID through TBCAP and APKIA

Activities funded during the year included Trairsngrocurement of M&E tools and
logistic support

4.4.5 Challenges

One of the greatest challenges facing the duallgcted patient relates to linkages to
Comprehensive care and treatment, and specifitiakpages to ART. This weakness is
basically because a TB HIV patient that has beentified in the clinic is referred to the
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ART clinics. Although TB services have been deadied to the community, HIV
services are still limited to specifics sites. 009, only 34% (12,426) of TB HIV patients
were put on ARV’s as compared to 94% (37,757) dniraoxazole which is offered at the
TB clinics

Other challenges that continue to impede implentemtanclude how to strengthen health
care delivery systems to sufficiently respond toréasing resource demands, financial,
human resource, logistics and infrastructure. hmigaar, there is shortage of funds to train
all health care workers in all health facilitie®{lv public and private), creation of space in
the TB clinics to respond to demands for testingHt/ and for offering counseling.

The Implementation of TB/HIV collaborative acties in HIV settings remain largely un
documented.

Funds for training of HCW have been through parswport and in particular CDC, TB
CAP and WHO, PEPFAR. None PEPFAR funded Partnetlarfield have also played a
key role in supporting training of health care wank

4.5 Infection prevention and control

The urgency of addressing TB infectioantrol practices in all settings where diagnosed
and undiagnosed TB patients receive care or o#wices have been highlighted by the
impact of HIV epidemic and the increasing prevaéent drug resistant TB. TB infection
control is a combination of measures aimed at mimig the risk of TB transmission
within populations. By the end of 2009, a totakéfl MDR cases had been identified and
only 93 out of these had either completed or werér@atment. This left a large number of
MDRTB patients in the community untreated posstbdyismitting drug resistant TB.

4.5.1 Key activities

4.5.1.1 Development of policy guidelines

The guidelines for TB Infection prevention and cohtvere finalized and operationalized
in 2009.

The division printed 700 copies while Malteser intgional supported the printing of 450
more copies. These guidelines were disseminateddhrthe PTLCs.

The officer coordinating TB IPC activities was alswolved in the development of the
overall National Policy and Guidelines on Infectidrevention and Control.

4.5.1.2 TB infection risk assessment

The DLTLD with technical assistance from KNCV Kengantacted a TB infection risk
assessment in both private and public health fesli Technical advice on the most
appropriate and cost effective methods to redueeigk of TB infection both to the HCWs
and the general population was offered. The hdspiteluded in the assessment were
KNH, Nairobi Hospital, Nakuru PGH and Langalangakte Center.
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Some of the major findings included, Lack of polgyidelines, lack of control points and
triage, limited staff knowledge on TB IPC, haphalzaollection of sputum, unmaintained
bio safety cabinets, inappropriate use of roomslackl of knowledge on existence and use
of respirators.

4.5.2 Capacity Building

4.5.2.1 Local TB infection prevention training and sensitian

The TB infection risk assessment was followed by @y training on TB Infection
prevention. The trainees included Central Unit fStdf the PTLCs and partners. A total of
48 people were trained. One thousand pieces ofrbigiirators were bought by the division
and distributed to the centres that were managiBiRNdatients.

4.5.2.2 IPC training of High volume hospitals

Following the findings from the risk assessmentreise earlier conducted, health care
workers were sensitized and trained on TB IPC. fd@onal office together with KNCV
trained teams of four comprising of the NO I/C, U&B, PHO I/C, and the IC focal person
from the following hospitals - MTRH, New NyanzBakuru, Thika, Embu, Nyeri,
Machakos, Kakamega, Kisii, Coast, Kitale, GarisBaese teams were earmarked for a
TOT training in 2010 so as to roll out TB IPC tiiaigs on the ground.

4.5.2.3 Sensitization of HMTS

Funds were disbursed to PTLCs to carry out seasitiza of HMTs in all high volume
hospitals and in particular all provincial hosystal

4.5.2.4 International IPC training

The division in collaboration with TBCAP sponsorad engineer from KNH and Rural
Health Project Architect from the ministry to Hardeor TB infection control training for

Engineers/Architects-Harvard. The two have sinanlavolved in training health workers
on the same.

4.5.2.5 MDRTB patient Isolation

So far there are only three MDR treatment centetis isolation facilities namely MTRH
which houses the X-DR TB patient, Homabay and KNtbwever there is need for
construction of more isolation wards at least ia thgional hospitals for management of
MDRTB cases that require admission.

4.5.3 Funding
TB IPC activities were funded through CDC, TBCARIAWHO

4.5.4 Challenges and Constraints

* Most hospitals were constructed without bearingPiBin mind
* Limited human resource for implementation of TB IPC
* Limited funding for renovation of TB clinics



43

4.6 Nutrition

Tuberculosis and malnutrition are closely relatddder-nutrition may increase the life
time risk of active TB six fold although there ignited evidence. Malnutrition in
tuberculosis tends to persist and is associatddpeidr TB treatment outcomes.

In 2009, the DLTLD under took many activities irpport of nutrition in TB.

4.6.1 Key Activities

4.6.1.1 Development of nutrition guidelines

The first guidelines for nutrition management irbétculosis were developed. Through
partner support the first edition was finalized gnisited in October and disseminated to alll
the regions.

4.6.1.2 Initiation of nutrition M & E

Two nutrition indicators (BMI& nutritional supportyere identified and incorporated into
the main TB data capturing and reporting toolsrémtine M&E.

4.6.1.3 Development of training materials

Nutrition training materials were developed anduded in the National TB/HIV training
curriculum. This was piloted in Nairobi TB regions.

4.6.1.4 Advocacy and resource mobilization

The unit was involved in advocacy and resource hzalbion at various levels. This
resulted in increased GOK and partners suppomdinition in TB. Some of the activities
that were supported in the year include;

» Provision of 40 weighing scale to Western provibgehe division of nutrition

* Provision of food supplementation to under noumshé8 patients by APHIA Il
Central and Nairobi.

* Provision of ready to use therapeutic food and ReadUse Supplementary Food
feeds to the Co-infected patients also on ARTsheyWorld food program (WFP) and
USAID through the Nutrition Health Program (NHPA¢ademy for Education (AED)
INASCOP. However TB patient without HIV do not b&nh&om this arrangement.

4.6.1.5 Supportive supervision

The nutrition program officer participated in supp@ supervision in several regions.
During the visits, the officer lobbied for nutriicsupport to TB clinics among nutrition
officers in the field.
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4.6.2 Capacity building

4.6.2.1 Sensitization on nutrition assessments

Sensitization of provincial nutrition officers, keartners offering nutritional support and
PTLC’'S was carried out on in Nakuru to rally forpport at the provincial levels and to
build the capacity for the further trainings witliire TB regions.

4.6.3 Funding

In most of the year there was no funding for nistnitactivities. However in the last quarter,
CDC through the CDC-MOPH CoAg Provided funds fainimgs and sensitization of
Health care providers.

4.6.4 Challenges and Constraints

« Limited funding of Nutrition activities.

* Lack of support for food by prescription

Lack of equipments for nutrition assessments

Linking nutrition activities to the community TB dmpro poor strategy and Leprosy.
Nutrition knowledge gap in both public and privatge setups

It is hoped that in the New Year, more funds wéldvailable to support nutrition activities.
4.7 MDR TB/Central Reference Laboratory

The year 2009 started with a lot of activities qhahs. The unit received a new MDR TB
coordinator who was tasked to act on the recomntemdenade during the previous year’'s
GLC teams visit.

4.7.1 Key Activities

4.7.1.1 Revision of drug resistant TB guidelines and SOPs

The MDRTB guidelines were revised and the secoitibedoroduced.

Standard Operating Procedures to guide patient geament from the point of
identification of DR TB patient to the initiatiorf teatment were developed.

Other documents that were developed and printeldidaccontact tracing tool, DR TB
registers, patient cards and referral forms.

4.7.1.2 MDRTB consensus building meeting

A consensus building meeting was held in Nakuruh&gwmonize MDR TB treatment
delivery and care models. The following models waayeeed upon:
» Isolation: This was only for patients who medicakyuire admission, refugees and
mobile populations
» Facility based/Ambulatory: In this model, the patiattends the facility for care on
a daily basis. This model was widely acceptechasdest method since it appeared
to be cost effective method of treatment.
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e Community based: This was also considered as a goethod of treatment
delivery. However shortage of staff and resourcesevgighted as the reasons why it
was not practical in our setting. The method wahlkerefore be applied during the
continuation phase in which community health camrkers would be used to
observe DOT. The community based model was beihgtepi in North Rift
(MTRH).

4.7.1.3MDRTB management

The GLC approved treatment of 40 patients in 2@y.March 2009 the 40 had been
initiated on treatment. Followed by a six monthipegmwhen there were no drugs to initiate
new cases on treatment. An application was ma@d @ requesting an increase of patients
on treatment by 50. The application was approvetdangs received from UNITAID and
Global fund.

The number of treatment sites was increased freon84 Fifty patients put on treatment in
the second half of the year, the GLC team re \dsike country with the aim of assessing
the TB programs capacity to manage MDRTB. Followihig assessment this assessment
the country was allowed to increase number of MDR&Bes on treatment from 90 to 390.

4.7.2 Capacity building

4.7.2.1 Trainings

Capacity building on MDRTB management was requifed a successful scale up of
MDRTB treatment. Forty health care workers weringd on MDR TB using funds from
CDC. More training in the provinces were carried with funds from other partners in the
regions. Two program officers at the Central urgrevtrained on MDR TB in Philippines
while two more underwent the international tubewsid course at Arusha.

4.7.3 DR TB case finding

In 2009 a total of 150 MDRTB cases were identifeed notified to the WHO. One XDR
TB patient was isolated and initiated on treatnmemfoi Teaching and Referral Hospital.

MDR TB treatment Outcomes 2006-2009

Facility/region Cured defaulter dead still on RX Total
Coast 0 0 0 9 9
MTRH 0 0 0 9 9
Loitoktok 0 0 0 1 1
KNH 3 4 6 28 41
Blue House 12 2 3 16 33
Homabay 4 1 4 13 22
Dadaab 0 0 3 3
Nyanza N 0 0 0 2 2

Total 19 7 13 81 120
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Kenya has 8 treatment centres. A cumulative 11@mpisthave been initiated on treatment
with 50 of them being initiated on treatment in 20&o far among patients who were
enrolled on treatment at least 24 months beforeetite of 2009,19 (48.7%) were cured.

Unfavorable treatment outcomes occurred in 15.4%hefcases. In 2009, the number of
defaulters and deaths reduced. This was attribictetie patient support provided to the
patients and closer monitoring. It was also attebuo the access and availability of drugs.

Central reference TB laboratory (CRL-TB)

The Central reference TB laboratory plays a ciiticale in MDRTB diagnosis,
surveillance, and patient management.
During the year, the Central reference laboratogueed that:

» Drug resistance testing was done among previdrestyed TB cases (FLD/SLD)

» Laboratory processes are quality-assured in cotperaith a partner supranational
reference laboratory.

» Strengthening laboratory information and survetdkarsystems is done to ensure
detection and monitoring of the epidemiological fpeoof mono resistant, poly,
multidrug-resistant and extensively drug resistanberculosis and monitor
achievement in its prevention and control.

MDRTB surveillance was contacted among retreatm@&ntase and their contacts. By the
end of 2009, sputum for 65% of all the retreatneastes and MDR contacts in the country
had been submitted to the CRL for routine culturd BST. This was below the national
target of all (100%) sputum submission for thegatment cases.

Table 6: Trend of sputum submission to CRL 2005 t@009

Year 2005 2006 2007 2008 2009
Sputum Samples 1,460 2,511 4,403 5,135 6,560
Number of retreatment cases 8,975 10,299 10,462 4440) 10,676

Percentage submission 16% 24% 42% 499 65%
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Figure 21: Sputum submission to CRL province 2009.
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Figure 21 shows the breakdown of submission ofe&ment samples for DST to the CRL
The CRL has taken advantage of the funding sugporhake available, sufficiently trained
and motivated staff to enable diagnosis, treatmad care of tuberculosis including
multidrug-resistant and extensively drug-resistaberculosis, as an integral part of efforts
to address the overall health workforce crisiserggthening laboratory systems, through
increasing capacity and adequate human resourndsa@elerating access to faster and
guality-assured diagnostic tests through technotayysfer at the Reference TB laboratory.

o,

4.8 Global fund

The global fund remains a substantial source oflifum for TB control in Kenya. The
country has so far been involved in implementatiérihree grants: Rounds 2, 5 and 6
grants providing a potential financing of USD: 46/841 out of which USD: 7,343,914
(15% of the approved funds) has been received &®i: 4,593,502 (66% of the funds
received) spent over the last four years. Impleatemt of round 2 came to a closure in
October 2008 though the closure plans have not tieglized. This round greatly looked at
instrumental activities such as introduction of HB/ activities and community TB,
assisting the division to train 2,541 health camrkers and 1,182 community health care
workers. This enabled the program to be able tofeesHIV up to 88% of all TB patients
registered annually and hence providing an entrintpto accessing HIV care which
includes cotrimoxazole prophylaxis, ART, PwP etc

During the year, the division constituted a teanspecifically address global fund issues
made of a focal officer, M and E officer, an acdaumt and a procurement officer.

4.8.1 GF Round 5

GF Round 5 support aimed at strengthening MDRTBesliance and treatment. Through
these funds the following activities were suppoited009.

e Setting up of 13 new AFB diagnostic centers
» Training of 567 laboratory staffs on external giyadissurance
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» Construction of the isolation facility for MDRTBeatment at Kenyatta National
Hospital (KNH) that was completed in November 28@8ugh not finalized.
» Support supervision to 20 districts

This grant also has an advocacy, communicationsanghl mobilization component that is
expected to raise the awareness level on TB amongdpulation through but not limited
to mass media campaign activities. During the yibar division was involved in the

negotiations for phase Il which began as early aschl Due to improved coordination,
fund utilization and improved implementation of igittes including timely and complete

reporting, this grant score improved resulting ipegter score (B1) for 2009 compared with
C in the previous year.

4.8.2 GF Round 6

Round 6, was signed on "3@ctober 2007 and funds disbursement done in /A848.
Most of the activities in this grant were implenehin 2009. These include:
» Setting up 50 new laboratories with equipmentsjifure and staff.
» Capacity building health care workers in the folilogvareas TB/HIV, Monitoring
and Evaluation, health management, AFB microscopyanagers and
* Workload assessment.
* A workshop held to incorporate TB/HIV curriculumtancurricula of training
institutions and also printing of guidelines anddeatory standard operating
procedures.

The TB grants have also strengthened the progrémastructure especially in provision of

transport (additional 9 vehicles, 15 motorcycled @80 bicycles), diagnostic capacity (100
microscopes and procurement of lab reagents), egioov of laboratories, support to

program officers with equipments e. g laptops a@iDLmachines and in provision of first

line and second line anti-TB drugs. A lot of infation, education and counseling

materials including radio spots, posters have b#mreloped, printed and disseminated
Global Fund support.

Part of the global fund support has been channéedugh 18 Non-governmental
organizations with 11 them in round 5 and 7 in wén

The global fund grants have contributed greatly axls the program’s achievements
including a cure rate of 82%, treatment succegsab85.4% and DTC uptake of 92%.

4.8.3 Challenges and constraints

The biggest challenge and constraint to implemamtabf GF activities remain timely
submission of reports for activities implemente&A3M is a performance based grant and
continued flow of funds is based on outputs andaues of the planned activities with
timely submission of reports. Information on impkmation of the activities has not been
flowing as smoothly as anticipated but has receimtlproved. The division expects to
perform better in 2010 and subsequent years owinghé establishment of a fully
functional Global Fund unit within the division Wisstaff from M and E, Lab, Pharmacy,
Accounts, procurement and management. Communicatigarious levels of management
and implementers has been a challenge.
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4.9 Pharmaceutical Unit

This unit is responsible for handling the supplyaiohmanagement of the divisions’
medicines in order to avoid interrupted supplyltdagilities in the country.

The unit had two pharmacists and two record officer 2009. Many projects were
undertaken throughout the year.

4.9.1 Key activities

4.9.1.1 Implementation of Shorter TB regimen and Qualitytcol of TB medicines

A new, shorter (six month) and more potent antif€Bimen i.e. 2RHZE/4RH was finally
phased into the country’s all TB regions as the @iight month i.e. 2RHZE/6EH was
completely phased out by the end of the year. Thénge of TB treatment regimen took
place over a two year period. Among the many lesésarnt is that implementation of new
treatment programs needs a systematic and cleaegyrin order to have a smooth change
over.

4.9.1.2 Post market surveillance

A post market surveillance of first line Anti-TB wlieines was carried out in April/May.

Sampling of TB medicines was done in 77 sites ftbm 12 TB regions in the country.

These sites included public health facilities, moisshospitals, KEMSA warehouses and
some selected private providers. Close collabmmaetween the DLTLD, Pharmacy and
Poisons Board and the pharmacists in the publitos&@s made possible and future joint
efforts have been encouraged for sustainabilitprofjrams relating to quality control of
medicines.

This activity was part of the effort to monitor djtyaof available TB medicines to ensure
good and efficacious medicines (one aspect of pheorvigilance) are always aviled to
Kenyans. The samples were taken for analysis ¢éo Nhational Quality and Control
Laboratory. By the end of the year the final repaas being compiled.

4.9.1.3 Missions and Meetings

A Global Drug Facility (GDF) mission was done in idia where two consultants from
GDF i.e. Dr. Mamadou’ Cisse (supply management gxpad Mr. Jerod Scholten (public
health expert) participated in this annual superyivisit. The GDF mission was to assess
the country’s preparedness to garner the secondsgggport of pediatric TB medicines
from GDF. This mission was very successful sineecbuntry was fully prepared.

Several recommendations were made by the GDF danssilto further strengthen TB
medicines management in the country. These recomtatiens have been adopted.

The unit formed a national coordinating commoditgnagement committee with specific
terms of reference early in the year. Several cdatamimeetings have been held and this
has led to streamlining of commodity managemeniviies in the division including
involving other partners and technical expertshis field. The commodity management
meetings were supported by Management Sciencedalthii(MSH).
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A DLTLD commodity design workshop was held in Nyas a consultative mechanism in
the futuristic way of managing DLTLD commaoditiehé meeting was attended by mainly
pharmacists and health practitioners (PTLC’s andl©3) within the division and ministry
including the division of vaccines and immunizat{@V1), MSH, KEMSA, KAPTLD and
TBCAP. Several recommendations and action pointseweade during this two day
consultative meeting which guided the division mmplementation of various commodity
management activities during the year.

An international UNITAID implementer's meeting tooBlace in Nairobi where all
countries receiving support from UNITAID participat The meeting had a high profile
attendance with the Minister of Public health & Baion opening this global meeting.

4.9.1.4 Quantification and Funding for DLTLD commodities

Quantification and forecasting exercise was coretitd ensure commodity security. This
exercise involved the use of Quantimed softwarealculating the division’s two year
commodity requirements (2010/2011) for medicinesd aaboratory reagents and
equipment. A concise report was reproduced for #uercise listing the commodity
requirement and finances required in having thesancodities. Technical and financial
support was through MSH, KNCV/TBCAP and Global fysrdcurement and supply chain
consortium.

4.9.2 DLTLD commodity financial gap analysis for 2010 and2011

The funding for DLTLD commodities was made possilheough support from the
Government, Global fund, WHO, GDF and UNITAID (sopied extra 40 MDR-TB
patients to be initiated on MDR-TB treatment). Tdieision managed to get funding from
the Government to support commodity distributiorotlygh KEMSA and this has gone a
long way in supporting efficient commodity distriian to the districts.

The World Bank TOWA funding for first line TB comrdities was still being processed
and the agreement and requirements were finalinddsabmitted to WB for procurement.
It is anticipated that the commodities from thiggort will reach the country

4.9.3 Logistic Management Information System and CapacityBuilding

The LMIS system was rapidly scaled to cover thentguincluding Coast, Central and
Nyanza. This will ensure that the whole countryftshio pull system. The Logistic
management unit in KEMSA was handling all commoditports and resupplies on a
quarterly basis. LMIS tools i.e. facility consungsti and data report and request form
(CDRR), district CDRR and daily activity drug retgis (DADR) were revised, printed and
distributed through support from MSH. In additiatirough MSH support, three day
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commodity management training was conducted betweel MIS was introduced to the
regions.

The unit managed to change the supply system fiuguplging regional stores to district
stores for the following regions: Eastern southagipCentral, Northeastern, Eastern north
and Rift valley south. In 2010, the unit will foces having the whole country on this
supply system as it has proven to be more costtefée faster, and convenient and the
district coordinators get involved in having goamhronodity management practices within
their districts in collaboration with the pharmatieal personnel.

The unit managed to include a module on commodinagement during the TB/HIV
curriculum review meeting held in Nakuru. This imbn has led to improved TB
commodity management practices in the field.

During the year Dr. Richard Muthoka attended a tweek TB/HIV training in Addis

Ababa sponsored through ALERT/ARCAN and also wasyafacilitator during the DTLC

three week curriculum training in Mombasa. He apsoticipated in the Green light
committee mission for Multi-Drug Tuberculosis.

Dr. Chris Masila graduated with a Master of Busségiministration from Strathmore
Business School. He also attended a CDC/Emory tsityecourse in epidemiology.
Additionally, he attended an advanced project mamemt course offered by OTE
academy, Greece. He also participated in draftingroposals for the division in World
Bank and CDC projects.

4.9.4 1S0O 9001:2008 certification process

The Division was selected by the ministry of puliliealth and sanitation as a pilot for

implementation of quality management system. Thasidin began to commute the 17

steps process towards attaining a mark of quahty r@putation in the healthcare sector.
The first step for the division was to participatehe sensitization of senior management at
the ministry.

The DLTLD staff was involved in three day trainimglSO certification process offered by
Kenya Bureau of Standards and a project team veasifigtd to lead the process in having
the division ISO-certified.

495 Achievements

* Full implementation of the six month TB regimeralhregions.

« A quality assurance and control framework for momity TB medicines
established.

* A commodity management steering committee formed.

* A commodity management curriculum developed in otddrain health workers in
TB settings.

« LMIS system was rolled out to other regions anddfog identified from
Government in supporting distribution costs for coodities under KEMSA.
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* The supply system was changed from supplying conitreedto the provincial
stores to district stores which has several adgastacompared to the previous
system.

* The unit developed a good networking and closeaboliation with partners like
MSH, PPB, DVI, Global fund, KNCV/TBCAP, GDF, WHO d@World Bank.

4.9.6 Challenges

» Delay in distribution of TB/leprosy commodities asetvicing orders by KEMSA.

» Late and low reporting rates (less than 50%), foeeeleading to challenges in
guantification and forecasting of commaodities.

* Inaccurate filling of LMIS tools due to lack of tining especially for DTLC'’s and
other health care workers.

* Involvement of pharmacists in TB commodity managemecluding in disposing
off of expired commodities.

« Handling expired commodities in the field sinceowwses for destruction of these
commodities was not available.

4.10 Advocacy, Communication and Social Mobilization (ACSM)

This report covers the activities undertaken by Aldocacy, communication and social
Mobilization Unit from £' January 2009 to $1December 2009. During the period under
review there were many activities planned for. Sahthe activities were achieved while
others were not achieved. Few highlights of théasks and challenges are mentioned in
the report.

The stop TB strategy has six elements recommengedVorld Health Organization

adopted by government of Kenya through the MinistfyPublic Health and Sanitation.
These activities include ACSM which call for higbliical commitment in the resource
allocation, creation of public awareness on TB ammbilizing the communities, persons
affected and infected by TB to own up activitiesl gty a leading role in prevention and
in TB control activities.

4.10.1 Planned Activities
Development, production and dissemination of ACSMdglines (ACSM training
manual, Strategic plan, sensitization guide foittheaorkers and community

Development, production and dissemination of ACE@ /promotional materials e.g.
brochures, pamphlets, posters and stickers

Sensitization of health workers from the private gablic health facilities on TB/HIV
stigma reduction

+ Sensitization of Civil society organizations on HBY and ACSM
+ Sensitization of the provincial heads of departmment
+ Training of the media personnel on TB/HIV and ACSM
+ Planning and commemoration of Word TB day 2009
Development and placement of adverts and supplenoenhewspapers

Planning and Participating in Nairobi Internatiorgtiow and Public Civil Services
celebration week (creation of awareness on TB eprbky)

+ Planning and holding stakeholders meetings on TEMC
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Conducting support supervision to 12 TB zones artguy basis
Attending DLTLD meetings

4.10.2 Activities

4.10.2.1World TB Day

The 2009 Wold TB Day was commemorated on"2¥arch 2009. The theme wasam
stopping TB: Together we can do itThe climax of WTBD was carried out at Kibera with
the police band leading the procession to the verims was attended by various
stakeholders with the Minister of Public health &ahitation, Hon. Beth Mugo being the
chief guest. All the regions were supported taltlibk event in their respective regions.

4.10.2.2Nairobi International Show and Public Service week

The division participated in Nairobi Internatiorsthow and Public Service week to create
awareness on TB, TB/HIV and Leprosy. A total of @80 thousand children and 75,000
adults were reached.

4.10.2.3Adverts and supplements in newspapers

The division managed to develop and place supplesmewspapers during the World TB
Day 20089.

4.10.2.4Branding of buses

The Division uses branding as part of a tool tospagssages to the community. The Division in
conjunction with KANCO branded three and two buseth TB messages on Jogoo road and
Ngong road respectively.

4.10.2.5Support supervision and DTLCs Quarterly meeting

The unit was involved in the joint support supdonsand DTLCs quarterly meetings to the 12 TB
zones.

4.10.2.6TB and TB/HIV sensitization guides for health werk and the community

Draft TB and TB/HIV sensitization guide was deveddpfor health workers and the community
with support from APHIA Il Western.

4.10.2.7Stakeholders Forums on TB ACSM

The unit held one stakeholders’ meeting and maae #0 stakeholders attend the meeting.
ACSM dissemination meeting was held in Lenana haansduly 2009 and about 45
stakeholders attended

4.10.2.80ther ACSM activities

The unit managed to participate in other activitieat were planned by the division as
follows:
» Participated inKarel Stiblo award ceremony where the Permanent Secretary
received the award presented to the division duriing 2008 world Union
conference on Lung Health.
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Participated in the *1National Lung health conference in Kenya and theb&
conference on Health Promotion at KICC

Participated in the development of the Training Menfor Medium level TB
control Mangers in Kenya

Participated in the training of the district teapmsPIA

Participated in program review mission

Participated in ACSM meeting and union world coefere on lung health at
Cancun Mexico, 2009

4.10.3 Achievements
4.10.3.1Promotional, Information, Education and communeramaterials

Materials including brochures, banners, pamphletickers, posters, T-shirt, Caps,
calendars and media kit on TB and HIV were devealagad printed as show below:

Summary of the promotional and IEC material printed and distributed in 2009

S/IN Item Qty

1 Media briefing kit 70C

2 Posters (Assorte 10,00(
3 Stickers 4,000
4 T Shirts round neck and polo 2,500
5 Caps both ordinary and roun 2,50(

6 Sun visors 3,50(

7 TB/HIV brochures FAQs 8,000
8 Roll up Banner 6

9 Road banner 6

10 Calendars 3,000
11 CDs on TB/HIV stigma reductio 50C

4.10.4 Capacity building

The unit trained and sensitized the following greiup

250 health workers from the private and public tiealectors on TB/HIV stigma
reduction

50 Civil society organizations sensitized on TB/HiWd ACSM
85 Provincial heads of departments from three reggensitized on TB/HIV

45 Journalists trained on TB/HIV and ACSM actistid his improved the knowledge
of Journalists on TB leading to increased artigtethe Newspapers.

4.10.5 Challenges and constraints

Shortage of resources to carry out ACSM activities.

Inadequate coordination of TB ACSM activities ab\Wncial and district levels
How to sustain and maintain awareness campaigi®gerevention messages
How to involve the community in TB prevention

Stigma/discrimination on TB/HIV among health workeand the community at
large
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» Lack of capacity on ACSM at both the provincial dhd District levels

* How to increase the funding for management of emgryIDR TB patients
* How to develop ACSM indicators

» Linking ACSM activities with other program acti\es

4.11 TBin Prisons

Kenya has a total of 104 prisons but only 98 okéheere operational in 2009. All the
operational prisons in Kenya accessed TBHIV sesviegher through an onsite clinic
within the prison or through linkage to a nearbyeml public health facility. DLTLD in
collaboration with IMC continued to support proaisiof TB/HIV services in prisons and
the surrounding communities.

4.11.1 Key activities

4.11.1.1Planning meeting with provincial teams

National planning meeting took place in May 200Qato Regency Hotel in Nairobi. The
purpose of the meeting was to provide an oppostdait consultations with stakeholders in
TB/HIV in prisons to promote a buy-in and ownersimrder to enhance sustainability.

The objectives were:

1. To review the current state of KPS, HIV/AIDS and pBgram activities with respect
to strategies that have been working, current gapd, identify the next steps to be
taken at the station, at the facility level, atypnaial and national level

To have a common understanding of the roles of eatfe key stakeholders;

To discuss documentation and reporting with focasT®&/HIV screening tool for
prisoners.

wnN

The participants included provincial prisons comdants (PPCs), Provincial TB and
Leprosy coordinators (PTLCs), Provincial AIDS andl oordinators (PASCOs), and
Provincial medical Laboratory technologists (PMLANd Clinical officers in charge of
provincial prisons clinics. The national team imthg the Permanent Secretary for
Ministry of Home Affairs, the Deputy Senior Comma@®er of Prison, the heads of
DLTLD and NASCOP, the Director of KPS health seegicthe head of the KPS ACU and
representatives of CRS, LRF and IMC attended thetimgz The output was a report with
ideas on how to improve the program.

Following the meeting, the provincial teams werpexted to have regular communication
on program issues and to jointly visit prison feieis within their respective provinces to
monitor progress of activities and provide supgagervision.

4.11.1.2 World TB day commemoration

IMC facilitated the Kenya Prisons Service to organand celebrate World TB day at
Nairobi Remand Prison. There was a good parti@patf about 3,000 prisoners and prison
officers. Health service providers drawn from Minysof Health headquarters and prison
health facilities provided health education anddrwamted TB screening for the prisoners
and collected sputum specimens from TB suspects@rize prisoners. About twenty,

suspects were referred for laboratory diagnosisssequent follow up, 2 of those were
diagnosed with TB and put on TB treatment. The WadiB Day celebration was also used
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to officially launch the TB screening tool to beedsto screen all new inmates before
admission to prisons.

4.11.1.3 Documentation and reporting

About 40,000 copies of TB/HIV screening tool wenmenfed and distributed to 30 new

stations where officers in charge and documentatienks were had been trained. In
addition, a common referral tool for inmates wasgaligped. These tools were developed in
consultation with the officers in charge of thetistas and the health service providers.

4.11.2 Capacity Building

4.11.2.1Trainings

All planned trainings in the reporting period toollece. Each targeted 30 participants from
30 prisons. Training for documentation clerks on/HIB screening tool targeted 60
participants (two from each of the 30 prisons). Pagticipants were drawn from health
service providers and prison officers. These trgisiformed pre-requisite for expansion of
services in more program areas.

Summary of trainings conducted in 2009

Name of training Date No. of | Cadre
participants
1 | Behavior change communicati | 3“ to €" May | 30 KPS  Chaplain:
and welfare
officers
2 | PITC 8" to 12"|27 Health service
June providers
3 | Adult ART 10" - 14" [ 30 Health service
August providers
4 | ART adherence counseli 17" - 21°[30 Health service
August providers ang
prisons officers
5 | TB/HIV screening too| 13" and 14" | 30 Prisons offices

orientation for Officers in chargeJune
of prisons — round 1

6 | TB/HIV screening too| 7" and 8th| 30 Prisons officer
orientation for Officers in chargeSeptember
of prisons — round 2

7 | TB/HIV screening tool trainin 60 Prisons officer
for documentation clerks round|1
8 | TB/HIV screening tool trainin| 14" and 1¢" | 60 Prisons officer

for documentation clerks round| September

4.11.2.2 Staff recruitment

To ensure continuity of critical services at six marisons [Kisumu main, Kibos, Shimo
La Tewa main, Shimo la Tewa annex, Kamiti and Mevith support oiMC, 15 personnel
comprising 1 program manager [Nyanza/ Western], liBical officers, 7 nurses, 2
radiographers and 2 laboratory technicians wereuited. These personnel have been
posted and are providing services at the respestat®ons
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4.12 General Lab Services

In 2009 microscopy diagnostic services increasenh 830 to 1,183 majority of which are

mainly GOK and Mission hospital facilities. Thisugacoverage of one diagnostic centre
per 35,000 population. Sputum smear microscogstilisthe main diagnostic method for

tuberculosis in the Kenya. Several laboratoriesehgnaduated to using LED Fluorescent
microscopes including all 8 PGH laboratories anféw busy district hospitals such as
Homabay, Port Reitz and Kericho.

Diagnostic facilities by region in 2009

Region Diagnostic centers
1. | Central province 114
2. | Nyanza North 159
3. | Nairobi North 38
4. | Nairobi S 50
5. | Rift Valley North 120
6. | Nyanza South 88
7. | Western 117
8. | Coast 107
9. | Eastern South 159
10, North Eastern 32
11/ Rift Valley South 168
12, Eastern North 31

Total 1,183

4.12.1 Key Activities
4.12.1.1Smear Microscopy

Diagnostic sites continued to screen TB suspealsnaonitor patients’ treatment progress
as shown in the table below
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Patients Smears
Total
Province New Pos 9% F/Ups Bos % smears Pos Pb
1|Nairobi North 30,479 4,456 | 14.62 | 6,863 320 | 4.7 | 87,480 11,5 12| 13
2|coast 23,063 3,583 15.54| 8,327 458| 5.5| 70,805 8,077 11
3lcentral 24,216 3,300 13.63| 7,691 613 8| 59,078 9,409| 16
4Nairobi South 27,353 3,581 | 13.09 | 10,290 952 | 93| 78,278 | 9,47 8 12
5|Western 14,415 1,905| 13.22| 3,855 282| 7.3| 34,072| 4,270| 13
6[Nyanza s 14,267 2,046 14.34| 5,378 233| 4.3| 41,202| 5,369 13
7|North Eastern 7,026 912 | 12.98| 1,919 109 | 5.7 | 18,389 | 1,944 | 11
8|Eastern north 5,946 1,170 | 19.68 | 1,325 73| 55| 14,350 | 2,338 | 16
9|Eastern South 32,161 5,514 | 17.14 | 11,836 635 | 5.4 | 75,223| 9,590 13
10|Nyanza North 35,470 5,450 15.37| 7,383 480| 6.5| 67,408| 9,411| 14
11[RVN 22,420 3,373 15.04/ 7,122 407| 5.7/ 57,473 6,645 12
12IRVS 27,656 4,793 17.33 11,048 610 5.5 74,937 10,893 15
Total 264,472 40,083| 15.16| 83,037| 5,172| 6.2| 678,695| 88,936| 13
Suspect Positivity Rate
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10

Nairobi  Coast Central Nairobi Western NyanzaS North Eastern Eastern Nyanza RVN RVS Total
North South Eastern  north South North

TBCAP continued supporting EQA activities in algiens through provision of lunches
and transport for DMLTS and PMLTs to give EQA feadk to diagnostic centres. By the
end of 4 quarter 2009 EQA coverage was at 56%. With anaaeeconcordance of 68 %

FACILITIES WITH EQA RETURNS
WITH WITHOUT =295 %
PROVINCE QUARTER|TOTAL FACILITIES| RETURNS RETURNS | % RETURNS CON % CON
1/|Rift Valley North 1 108 66 42 61.1 45 68.2
2 116 74 42 63.8 52 70.3
2|Rift Valley South 1 138 74 64 53.6 53 71.6
2 148 79 69 53.4 52 65.8
3|Western 1 77 26 51 33.8 18 69.2
2 94 40 54 42.6 17 42.5
4|Nyanza South 1 77 42 35 54.5 34 81.0
2 68 42 26 61.8 33 78.6
5|Nyanza North 1 88 62 26 70.5 36 58.1
2 108 65 43 60.2 43 66.2
6|Centra| 1 98 66 32 67.3 36 54.5
2 102 58 44 56.9 38 65.5
7|§astern North 1 17 7 10 41.2 2 28.6
2 17 5 12 29.4 2 40.0
8|Eastern South 1 132 94 38 71.2 75 79.8
2 136 37 99 27.2 24 64.9
9[North Eastern 1 32 32 0.0 (0]
2 32 32 0.0 o]
10|Coast 1 94 46 48 48.9 40 87.0
2 104 64 40 61.5 53 82.8
11|Nairobi North 1 56 36 20 64.3 21 58.3
2 63 35 28 55.6 24 68.6
12|Nairobi South 1 43 21 22 48.8 18 85.7
2 51 43 8 84.3 24 55.8
SUB-TOTAL 1 960 540 420 56.3 378 70.0
2 1039 542 497 52.2 362 66.8
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4.12.2 Capacity Building

4.12.2.1Trainings

CDC/KEMRI supported EQA and AFB refresher trainiigs DMLTS. A total of 120 lab
staffs were trained while TBCAP supported two 5 ttajnings in all provinces towards the
end of 2009. Partners such as Walter Reed, APHIACIAP, PATH etc also supported
trainings in the districts they are supporting.

Three staff (one from CU and two from CRL) attende8& day EQA training in Dares
salaam. The training was supported by American épof Microbiology (ASM). One
staff from CRL attended 5 day training on Lab safetSouth Africa.

4.12.2.2 Lab Supplies

Laboratory commodities especially stain and otleagents were adequate throughout the
year. There were no shortages reported in all thevimpces. 50 microscopes were
distributed to all regions in the year under reviémder the GFATM a microscope repair
contract was signed and about 80 Microscopes wadieeded for repair.

4.12.3 Constraints

The Firm identified to repair microscopes seem&docoverwhelmed by the repair work.
Majority of the microscopes were however beyonagnefdhere is still delay in EQA funds
disbursements from TBCAP. The other major constaad lack of support to CRL staff to
sample slides from PGH labs. As a result slidesfibrese labs were not analyzed.

4.12.4 Achievements

* Al PGH Labs now using now using FM
» Microscope repair contract in place
* New lab staff employed

* Renovation of labs going on 51 labs in the couRBYyGFATM
* Recruitment and retention of lab staff through @6 support
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4.13 HUMAN RESOURCE/ADMINISTRATION

4.13.1 Key Activities

In the year 2009 the following key activities wesaried out:

In April the DLTLD recruited 88 lab technicians dlugh GFTAM round 6 support. The
Human resource department of the ministry of pubdialth and sanitation and the DLTLD
program officers conducted the interviews, shatell and selected successful candidates.
Fifteen additional lab technicians were employed Q@ttober in line with GF
recommendation to increase the targets of thesetds.

Two workshops were held to develop District TB ngara’ training curriculum. The
activity was supported by TBCAP. Three drafts (featbrs, participants and a participants
slide) manuals were developed consisting of 9 mexdurhe nine modules cover areas in
implementation of the Stop TB Strategy in Kenyaidémiological basis of TB control,
laboratory support for TB control, commodity managat, stakeholder's engagement in
TB control, Human Resources Development, Monitorig Evaluation, supportive
supervision, and program management.

The training curriculum was subsequently piloteduriBg the pilot, twenty three District
TB managers comprising of 12 DTLCs and 11DMLTs wérEned in Mombasa at
WOGECT hotel.

Further to the training;

* Two evaluation meetings took place during the trento review and update the
modules.

* The division training committee recommended 2 trgjirequests and 2 requests to
attend the Cancun lung conference

4.13.2 Challenges and constrains

* Resignations of hired staff after recruitment bplpuservice commission

« Lab technicians not willing to work in hard to rbaareas

» Delay in filling the vacancies left due to the baweracies in of replacement of staff.
* Lack of funds to support long term courses

» Lack of conference room for meetings
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4.14 Performance | mprovement Approach (PIA)

PIA concept introduced into the DLTLD in 2004 bgtRegional Centre for Quality Health
Care (RCQHC) as a tool to help improve performan&arformance Improvement is a
cyclical problem-solving process that uses starglardl establishes root causes. The Goal
of performance improvement is to ensure provisibhigh quality, and sustainable health
services

4.14.1 Key Activities

4.14.1.1Regional workshop

A regional workshop was organized by RCHQC in Naiiia March 2009. This workshop
brought together participants from 7 countriesudaig the director of public health and
sanitation. Members of DLTLD CU made presentationsactivities to be implemented
during the year.

4.14.2 Capacity building

During the 1st quarter of 2009, all regions weanid on PIA. In the 2nd quarter of 2009,
80 DHMTSs were trained on PIA.

4.14.3 Challenges

» Inadequate follow up of PIA activities
* Weak documentation of PIA activities
» Duration of training short

e Minimal partner involvement
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Annex 2: Organizational structure of the DLTLD within the Ministry of Public Health and Sanitation
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